factor.'7"'-The explanation for the occurrence of caseous necrosis is not clear and we did not find any other aetiological agent that could be responsible for it. Caseous necrosis may have resulted from an imbalance in the immune system of this patient, who presented with a bone marrow aplasia with leucopenia.
The presence of focal caseous necrosis in late stage acute leishmaniasis, in which parasites are scanty or absent,' can lead to difficulties in diagnosis. Tuberculosis,20 presenting as the lupus vulgaris or the subcutaneous gumma form with spread into the upper dermis, is the main differential diagnosis. Syphilis at the late secondary stage should also be considered, as well as acne agminata and sarcoidosis with fibrinoid necrosis.20 In addition, patients may not have generated antibodies directed against either amastigote or promastigote antigens.'As cutaneous leishmaniasis is being encountered more often because of international travel and the influx of immigrants from areas of the world where this parasite is endemic, expedient diagnosis of this condition may be hampered by the presence of caseous necrosis in skin biopsy specimens. Malignant transformation within a mature cystic teratoma (dermoid cyst) occurs in less than 2% of cases' and most commonly results in a squamous cell carcinoma (75-85%). Other reported malignancies include adenocarcinoma (7%), various pure sarcomas (7%), melanomas and basal cell carcinomas (each less than 1 %), and anaplastic carcinoma. Here, we describe a case of carcinosarcoma arising within an otherwise benign cystic teratoma which, to our knowledge, is the first reported case of such a combination.
Case report A 78 year old nulliparous women presented with right sided abdominal pain of short duration. On examination, a large mobile mass was present in the lower abdomen. Ultrasound showed a partly solid and partly cystic ovarian mass. The patient underwent a bilateral salphingo-oophorectomy two days after admission.
Pathological findings
The left ovary was enlarged and measured 23 x 17 x 15 cm. Slicing revealed a unilocular cyst, 14 cm in diameter, containing hair admixed with soft yellow material with a thin wall apart from a solid area at one pole, measuring 10 x 8 x 7 cm. Extensive areas of necrosis and cystic degeneration were present within this mass. The right ovary and both fallopian tubes appeared normal.
Histologically, the large cyst was a typical mature cystic teratoma lined by squamous epithelium and adnexal structures (fig 1 inset) . The solid component consisted of glandular structures set in an abundant cellular stroma. Glands showed both secreted and intracellular periodic acid Schiff positive diastase resistant mucin, and varied in architecture from rounded acinar structures to poorly differentiated signet ring cells ( fig 1A) . The stroma consisted of uniform plump mesenchymal cells with high nuclear cytoplasmic ratios ( fig 1B) . Some Table 1 shows the variety of reported tumour types in this situation.
We are confident that our case presented with primary ovarian disease, as there was no evidence of any other primary site and the tumour was confined to the left ovary. The striking production of neutral mucins, glandular architecture and foci of signet ring morphology suggest expression of an upper gastrointestinal phenotype, although no corresponding benign glandular epithelium was identified. The stroma consisted of uniform plump cells with a high nuclear:cytoplasmic ratio and with focal expression of smooth muscle antigens but no differentiation towards other mesenchymal phenotypes.
Our case must be distinguished from malignant mixed mullerian tumour which occurs in the same age group and has carcinomatous and sarcomatous components. However, these tumours are generally solid, lack the characteristic squamous epithelial lined cyst and show different mucin expression. Immature malignant teratoma occurs in a younger age group and shows a variety of lines of mesenchymal differentiation, notably towards neural elements, which were absent in this case.
Germ cell tumours of all types derive from neoplastic totipotent stem cells whose progeny retain the ability to differentiate towards tissues of all three embryonic somatic layers and the transitional extraembryonal structures. The original pattern of the better differentiated members of this group suggests that local cellular influences are important in determining the final phenotype expressed by individual cells. The histological behaviour and histological appearances of these tumours are determined by the degree to which this embryogenetic environmental responsiveness is retained. In contrast, our case resembles carcinosarcomas at other sites in that there was an essentially random mixture of stromal and epithelial elements. This reflects a probabilistic commitment of individual cells and clones to one or other expressed phenotype without regard to organogenetic influences. Our case implies glandular malignant transformation within the previously benign, fully differentiated, glandular component of a mature cystic teratoma, although no premalignant changes were identified despite thorough sampling.
Adenocarcinomas are the second most common malignancies arising within dermoid cysts' and may display gastrointestinal phenotypes, but lack the malignant stroma as in our case. Sarcomas alone or in combination with squamous carcinoma5 6 have been described arising in a mature cystic teratoma. To the best of our knowledge, no case of sarcoma arising in association with adenocarcinoma has been described before. 
